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Although trigeminal neuralgia and Meniere’s 
disease are well recognized clinical conditions, there 
are certain aspects concerning the diagnosis but 
more especially recent developments in the treat- 
ment of both these disorders which are perhaps 
not so fully understood as they should be. It is, 
therefore, to these points that I shall call your 
attention this afternoon. 

Trigeminal Neuralgia. There are many kinds of 
pain which occur in the face within the distribution 
of the fifth cranial nerve, but the term trigeminal or 
trifacial neuralgia (tic douloureux) is confined to 
that specific, paroxysmal, lancinating and at times 
prostrating pain with which most of you are 
familiar. Its cause is as yet unknown, but its usual 
course is one of recurrent attacks which may last 
from a few days to several months. During these 
attacks the patient suffers from frequent parox- 
ysms daily, the number varying from perhaps two 
or three throughout the twenty-four hours up to 
the point where they may come every few minutes 
so that practically no respite is obtained. The indi- 
vidual pains may last anywhere from a few seconds 
up to a minute or two. When such a pain ceases, 
which it does abruptly, there is entire freedom from 
pain sensation until the onset of the next paroxysm. 
If one has ever seen a patient experiencing such an 
episode it cannot be mistaken for any other condi- 
dition, but if one has to rely merely on the deserip- 
tion of an attack there are at times some uncer- 
tainties of diagnosis. True trigeminal neuralgia, 
however, must be clearly differentiated from other 
types of facial pain since the treatment for it is 
specific. Only in rare instances will this treatment 
be of help in other painful disorders of the face. 


From the Neurosurgical Service of the Lahey Clinic, 
Boston, Mass. 

Read at the annual meeting of the Rhode Island Medical 
Socicty, Providence, June 3, 1937. 


A DISCUSSION OF CERTAIN ASPECTS OF THE DIAGNOSIS AND TREATMENT 
OF TRIGEMINAL NEURALGIA AND MENTERE’S SYNDROME 


GILBERT Horrax, M.D. 
Boston, MASSACHUSETTS 


If one can put any credence in the statements of 
patients, there appears to be considerable doubt in 
the medical profession as to just what may and 
what may not be accomplished for patients who have 
chronic trigeminal neuralgia. One hears a variety 
of conflicting opinions which these patients say 
they have been given. Some say they have heard 
that the so-called “radical” operation is the one and 
only method by which they may obtain relief. 
Others have apparently been told that this opera- 
tion always leaves the face paralyzed and disfig- 
ured, so that they should never submit to anything 
but an alcohol injection. Again, the horrors of an 
alcohol injection have been painted so black, and 
the danger of operation assumed to be so great that 
the patient has been allowed to go for months, 
sometimes years, before he or she can be convinced 
that relief may be obtained almost always safely 
and surely, so far as the operation is concerned, 
or with relatively slight pain if an injection is 
indicated. 

It is quite obvious that there must be some under- 
lying reasons for all these impressions, erroneous 
as they are, and it is probable that they are not far 
to seek. So far as facial palsy following operat:on 
is concerned it may be said that not too many years 
ago a transient facial palsy was not uncommon 
following division of the trigeminal root, but we 
have now learned that traction on the greater super- 
ficial petrosal nerve was the probable cause for 
this, and means can be taken to avoid such traction. 
As a result, only two temporary facial weaknesses 
have occurred in the last 200 operations of our 
series. Another reason for withholding operation 
was the trouble which arose because of corneal 
anesthesia and subsequent possible complications 
from persistent keratitis. This difficulty has been 
overcome in the vast majority of patients by divid- 
ing only the lower two-thirds of the root, thus 
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preserving corneal sensation and eliminating any 
chance of ulceration. It is necessary to divide the 
whole root in only those rare cases in which the 
neuralgia has begun in the ophthalmic division, or 
possibly in a few more where all three divisions are 
essentially involved; i. e., where the first division 
pain is not in the nature of an “overflow” upward 
from what is really second division neuralgia. 
Finally as in all surgery, it seems to be true that 
the occasional patient who has obtained a poor 
result is the one whose condition everyone appears 
to know about, rather than the “ninety and nine” 
who have only the greatest thanks for their relief. 


In the case of alcohol injections | feel that erro- 
neous impressions must have arisen from a variety 
of reasons. Some patients have been led to believe 
that an alcohol injection produces permanent relief 
from pain. This may have been due to the fact that 
the person giving the injection did not make it clear 
that relief from sucha procedure is almost inevitably 
temporary, although I have a number of instances in 
my series in which three to seven years freedom 
from pain has been secured. However, we find from 
our experience with 968 alcohol injections that the 
general average is from twelve to fifteen months. 
Again, some surgeons perform alcohol injections 
under a general anesthetic, and while this is of 
course painless, nevertheless the percentage of cor- 
rect injections must be far less than when either 
novocain or no anesthesia is used. If therefore, the 
patient has to have several trials before a satis- 
factory injection is obtained, he doubtless gains the 
impression that this operation ‘leaves much to be 
desired. Furthermore, anesthetization requires hos- 
pitalization and thus added expense, whereas with 
novocain or without anesthesia our injections are 
done almost invariably in the office and the patient 
may go home immediately. The matter of the pain 
endured during an injection without anesthesia 
must of course be given due consideration. In my 
opinion it has been very greatly exaggerated. If 
one has thoroughly familiarized himself in locating 
the divisions of the nerve, and uses a small calibre 
needle, there is usually only a momentary sharp 
pain when the nerve is actually entered. The alcohol 
and novocain mixture is then immediately injected, 
and the total experience is no worse than one of 
the patient’s usual paroxysms. That this on the 
whole represents the usual picture, I have gathered 
from the statements of many hundred individuals. 
Here again there are exceptions. To some people 
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the pain. of an injection is such an ordeal that it 
should not be attempted, while I have seen others 
so stolid that it was almost impossible to tell when 
the needle had penetrated the nerve itself, so slight 
was their reaction to such a stimulus. 

So much for the general facts relating to alcohol 
injections. The next question is, when should they 
be used in preference to the operation of root sec- 
tion which gives permanent relief. Here again there 
may be conflicting opinions, but after many years 
experience with both procedures I have arrived at 
the following conclusions : 

1. When a patient first comes for treatment for 
trigeminal neuralgia of the second or third divi- 
sions, an alcohol injection is the procedure of choice 
first, because he or she can be given immediate 
relief in a relatively simple way from a recurring, 
agonizing pain. Second, and most important, an 
alcohol injection demonstrates to the patient for a 
temporary period the minor discomfort of numb- 
ness which they must have permanently after divi- 
sion of the nerve root. This may seem a small point, 
but actually there are a considerable number of 
patients who do not, or would not understand what 
this peculiar feeling is like, and if operated upon 
immediately never seem quite satisfied about this 
paresthesia which they must exchange for their 
pain, even though it has been explained to them in 
detail beforehand. 

2. Alcohol injections are indicated in a good 
many elderly people whose life expectancy is not 
great. I have in mind certain rather feeble indi- 
viduals in the eighties or even older. In my series 
there have been three patients who were ninety or 
over, all women. I do not mean to imply that age, 
per se, is a contraindication to operation, since 
many of our patients have been operated upon in 
the late seventies or eighties. 


3. A third indication for alcohol injection is 
found in patients who have such extremely serious 
systemic conditions as to make the taking of an 
anesthetic inadvisable. This happens only rarely 
and only twice have I advised against operation for 
this cause. We have had a large number of patients 
with moderately severe heart lesions, high blood 
pressure and the like who have gone through the 
operation with no trouble whatever. 

+. Finally it should be said that quite a number 
of patients who have had one alcohol injection 
prefer to go on with this method of treatment year 
after year until the procedure becomes difficult or 


( 
| 
t 
a 
: a 
hi 
he 
ar 
in 
m 
sti 
th 
No 
a: 
We 
ani 
tio 
me 
op 
the 
th: 
mt 
ou 


October, 1937 


impossible because of the scar tissue which forms 
around the nerve after each injection. They are 
always told, however, that eventually they will 
probably have to submit to the operation, and are 
urged not to delay this too many years. 

I believe that what I have just said covers the 
main points regarding injections. One further state- 
ment should be made, and that relates to patients 
having a purely supraorbital neuralgia. Here, injec- 
tions are not very satisfactory owing to the fact 
that there are many small branches involved and 
these cannot as a rule be injected directly. For these 
patients I often advise a simple supra-orbital neu- 
rectomy. This involves only a few days in the 
hospital and many times will give relief for two to 
five years. They are thus spared for a considerable 
time from an inevitable corneal anesthesia if total 
root section is performed. 

In regard to the so-called “radical” operation for 
trigeminal neuralgia,—namely partial or complete 
section of the sensory root behind the Gasserian 
ganglion, it may be said truthfully that when done 
by an experienced neurosurgeon the mortality 
should be less than one-half of one percent. It is 
difficult to understand why so many physicians still 
have the impression that this is a most hazardous 
procedure, because in point of fact it is doubtless 
less dangerous than the ordinary abdominal opera- 
tion. This apprehension apparently dates back to 
the original Gasserian operations 25 or 30 years 
ago. In those days neurosurgery was in its infancy 
and the operation in question was fraught with 
considerable danger, but with the enormous experi- 
ence and also certain technical simplifications which 
have come during the intervening years this appre- 
hension should long since have vanished. Many 
articles from the leading neurosurgical clinics both 
in this country and abroad have reiterated the state- 
ments just made but for some reasons the old ideas 
still cling. In our own series, to January 1, 1937, 
there have now been 356 radical operations for 
sensory root section by the temporal route without 
a single death. Two patients, for specific reasons, 
were operated upon by the suboccipital approach 
and one of these died some 8-10 days after opera- 
tion from a pulmonary embolus. I mention this 
merely for the sake of completeness, as the type of 
operation chosen doubtless had nothing to do with 
the single fatality. My own feeling, however, is 
that the suboccipital approach, which is intradural, 
must always be considered definitely more danger- 
ous than the almost universally used temporal route. 
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Whichever route is chosen, a partial division of 
the root is now the procedure of choice in the vast 
majority of patients whose neuralgia has not started 
in the ophthalmic division and has not involved this 
area above the eve except by “overflow.”” The 
patient thus has a minimal area of anesthesia in- 
volving the lower portion of the face, leaving the 
cornea with normal sensation and thus obviating 
any possible eye complications. That the results of 
this operation are most satisfactory is shown by 
the appreciation of the patients who have thus been 
relieved of their trigeminal neuralgia. With rare 
exceptions they are the most grateful patients with 
whom neurosurgeons have to deal. 

Meniere’s Syndrome. This condition, as sug- 
gested by Dandy' is probably a “tic” of the eighth 
cranial nerve just as trigeminal neuralgia is of the 
fifth. Its most incapacitating symptom is the sudden 
and severe vertigo with which the afflicted person 
is seized. In addition to this there is usually marked 
tinnitus and varying degrees of deafness in one ear. 
True Meniere’s syndrome must be distinguished 
from labyrinthitis, cerebello-pontile angle tumors 
and occasionally from a chronic cisternal arach- 
noiditis or post-traumatic discomforts producing 
similar symptoms. These differentiations are made 
largely on the basis of a careful history of the 
attacks, and the absence of findings which would 
be compatible with the other conditions, namely, 
outspoken cerebellar signs, choked disks, evidence 
of labyrinthine or middle ear infection, or obvious 
recent and severe cranial trauma. 

Like trigeminal neuralgia the attacks of 
Meniere's vertigo come on suddenly and are often 
sufficiently severe to make even standing or walking 
impossible. The patient may have several such 
attacks in a day or they may come at intervals of a 
few days or longer. This may continue for a few 
weeks and the seizures then cease for many months, 
only to return unexpectedly. 

Weare indebted to Furstenberg? and Dandy! for 
the conservative and radical treatment of this con- 
dition. Furstenberg has advocated a salt free diet 
together with rather large amounts of ammonium 
chloride,—from 5 to 7% grains three times daily, 
taking this for three days, then stopping for two, 
and continuing in this way for several weeks. Both 
he and others have had extremely favorable results 
by this dietary method. In many patients the 
attacks have ceased abruptly and have not recurred 
for long periods, in some instances a matter of 
years. 
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Qn the other hand, some patients are unable to 
follow out such a stringent diet, or the diet and 
ammonium chloride has no effect upon their 
attacks. In these patients either partial or complete 
section of the eighth cranial nerve is indicated. If 
the patient is already deaf on the side affected the 
whole nerve may be severed, but if hearing 1s pres- 
ent to an appreciable degree the vestibular portion 
of the nerve root is sectioned. 

The operation is a relatively simple one. A small 
bony opening is made over the right or left sub- 
occipital region according to the side affected. The 
dura is opened and the posterior cistern incised in 
order to liberate spinal Auid and thus gain room for 
retraction of the cerebellar hemisphere. By this 
retraction the eighth nerve, covered by arachnoid, 
is exposed in the cerebello-pontile angle. The arach- 
noid is opened and as much of the nerve sectioned 
as seems advisable. Care must be taken not to injure 
the facial nerve which lies just below the eighth. 

Thirty-two patients with fairly typical Meniere’s 
syndrome have been seen and treated. Twenty-four 
of these have on the whole responded well to the 
Furstenberg diet for the periods they have so far 
been followed,—one or two months up to two years. 
A few could not be followed or were not helped. 
The majority have had definite relief from their 
dizzy spells. Fight patients have been operated upon 
by eighth nerve section with no mortality. All but 
one of these have been completely cured of their 
severe vertigenous attacks, and it may be said here 
that in all reports this is the incapacitating symp- 
tom and the only one which is essentially benefited. 
The degree of deafness remains the same, and tin- 
nitus as a rule is uninfluenced. The patients, how- 
ever, are most grateful for the relief from vertigo. 
One patient has had little or no relief. In this in- 
stance the diagnosis may have been wrong or the 
condition of too long standing to be affected favor- 
ably. One other patient who had what appeared to 
be Meniere’s syndrome has remained well for five 
vears after a suboccipital exploration with division 
of adhesions around the eighth nerve and libera- 
tion of fluid. 


REFERENCES 


1. Dandy, W. E.: “Meniere's Disease.” Arch. Surg. 16: 
1127: 1928. 

2. Furstenberg, A. C., Lashmet, F. H., and Lathrop, F.: 
“Meniere’s Symptom Complex : Medical Treatment.” Ann. 
Otol. Rhin. & Laryngol. : 43: 1035 : 1934. 


MEDICAL JOURNAL 


PRIMARY PNEUMOCOCCUS 
MENINGITIS 


Cuaries A. McDonavp, M.D. 
105 WATERMAN STREET, PROVIDENCE, R. I. 
AND 
Mitton Kors 
RESEARCH ASSOCIATE 


Primary pneumococcus meningitis is pneumo- 
coccus meningitis without any recognized pneumo- 
coccus infection of the ear, of the chest, or of any 
other part of the body. About the disease much has 
been written by Kolmer and others. We will not 
review the literature. In this paper we are espe- 
cially interested in the rapid course of the disease 
from onset to death. We are reporting four cases 
to demonstrate this point. The average duration of 
the disease was less than 3 days, the shortest dura- 
tion was 2 days, the longest was 3 days. 


Patient 1; WK. O. M., age 38, male. On Monday, 
October 27, 1929, this patient was normal and at 
business. On Tuesday he had pain in the right ear. 
Dr. Phillips sent him to Dr. Sargent, who found a 
furuncle of the external auditory canal and pre- 
scribed carbolized glycerin. The drum membrane 
was not inflamed. On Wednesday he had some 
headache and was feverish and restless. At times 
during the day he was delirious, at other times he 
would take food and fluids and answer questions 
relevantly. Thursday he was more restless and 
delirious and was seen in consultation with Dr. 
Phillips and Dr. Burgess. The patient had blurred 
optic disks, and both eyes tended to roll outward. 
There was a mild neck sign, slight double Kernig. 
and dorsiflexion of all the toes on plantar stimula- 
tion. The slight degree of neck sign, of Kernig sign, 
and of papilledema was in marked contrast with the 
patient's general condition. The motor restlessness 
was striking. He rolled from side to side, grunting 
a bit as if distressed and seeking a comfortable posi- 
tion. One of us remarked that he acted as if he was 
“trying to get something off his brain.” When 
stimulated to hold his head still for the eye examina- 
tion his restlessness ceased, but for a few minutes 
only. To some questions he made appropriate 
replies. There were periods of apnea scattered at 
irregular intervals among rapid respirations of 
varying depth (Biot’s Breathing ). The pulse varied 
between 84 and 90, the blood pressure was 180/99, 
the eyeballs were soft, and there was no odor of 


October, 1937 


| 
| 
€ 
n 
al 
di 
th 
31 
pi 
: ac 
R 
: pl 
th 
Wwe 
ho 
V1 
no 


October, 1937 


acetone. He was transferred to the hospital shortly 
after noon. There was sugar but no diacetic acid in 
the urine. The blood had 26,000 leucocytes with 
90% polymorphonuclears and normal chemistry. 
He became cyanotic and died at 3:40 that after- 
noon. Post-mortem lumbar puncture showed cloudy 
fuld under high pressure with intracellular, gram- 
positive, lanceolate diplococci. The diagnosis was 
primary pneumococcus meningitis of 3 days 
duration. 


Patient 2: S. W.,age 46, male. This patient was 
seen by Dr. Winkler June 2, 1927, complaining of 
severe headache and left earache. He was seen 
again by Dr. Winkler at his office the next day. He 
complained of greater earache and headache. The 
drum membrane was normal looking except for 
slight redness of Schrapnell’s membrane along the 
handle of the malleus. His earache was all out of 
proportion to the amount of visible aural pathology. 
He displayed violent motor activity ; he was crying, 
pounding his head, waving his arms, and kicking 
about. Dr. Gilbert saw the patient and agreed with 
Dr. Winkler that there was no evidence of acute 
otitis media. On Sunday, the 3rd day of illness, he 
complained of stiffness of the back of the neck and 
drowsiness. He became feverish, and the drum was 
generally injected. At 1 P. M. Dr. Shaw observed 
good pulse, breathing, and reflexes. At 5 P. M. 
there was a consultation, at which Dr. Winkler, 
Dr. Shaw, Dr. McDonald, and Dr. Burgess were 
present. Since noon the clinical picture had changed 
much. The patient had respiratory decompensation 
of modified Cheyne-Stokes type. The right pupil 
was larger than the left. The neck was a bit stiff, 
and the optic disks were swollen. The left knee-jerk 
Was more active than the right, and in acts of 
defense the right arm and leg were more skillful 
than the left. The pulse was 70, and the blood 
pressure 130/90. Death came 12 hours later on the 
3rd day of illness. The diagnosis was primary 
pneumococcus meningitis of 60 hours duration. 

Patient 3: J. R., age 21, male. This patient was 
admitted to the service of Dr. Gallagher of the 
Rhode Island Hospital February 24, 1931, com- 
plaining of headache, nausea, and vomiting of 4 to 
6 hours duration. He had had a head cold and sore 
throat for a week. He collapsed while working and 
was brought to the hospital in an ambulance. Five 
hours after admission he complained of failing 
Vision. Pupils were normal, and there was synchro- 
hous winking at objects thrust towards the eyes. 
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He answered questions evasively and made irrele- 
vant remarks. The pulse was 96, temperature 99.2, 
and respirations 18. He was restless, resisted exam- 
ination, and would not cooperate in giving a his- 
tory. Like the patient in case 2 he showed the violent 
motor displays seen in hysterical attacks. The blood 
pressure was 126/84. There was fine, bilateral 
nystagmus. The ears, throat, chest, and heart were 
normal. There was stiff neck, positive Kernig, and 
positive Brudzinski signs. There was no skin rash. 
He became very restless and noisy, and 4 drams of 
paraldehyde were given. At 7 P. M. the temperature 
was 104.2. He was resistive, thrashing about in bed 
and talking incoherently. The pupils were dilated, 
and the eyes had a peculiar stare. Lumbar puncture 
yielded cloudy fluid at a pressure of 500mm water. 
A smear showed many polymorphonuclears but no 
organisms. 30ce of antimeningococcus serum was 
injected intraspinally. A second lumbar puncture 
18 hours later showed many pneumococci. There 
was some choking of the disks and bilateral weak- 
ness of the internal rectus muscles. 40,000 units of 
Felton’s antipneumococcus serum was given in 
divided doses, after which he appeared better and 
was conscious. On the 2nd day of illness he sud- 
denly became pulseless and died. 


Patient 4: A. O., age 15, male. This patient was 
admitted to the Rhode Island State Infirmary 
January 2, 1937. He had had headache and “grippe”’ 
for 2 days. His condition became worse on the 
morning of admission. The pulse was 85, tempera- 
ture 100, and respirations 30. He was stuporous 
and unresponsive, but would defend himself. He 
lay on his right side with knees drawn up and neck 
flexed. There was a mild neck sign and Kernig. 
There was no cervical adenitis, no abnormalities of 
the ears, chest, or abdomen. No knee-jerks, ankle- 
jerks, or plantar reflexes could be elicited. There 
was considerable improvement after removal of 
15ce of cloudy spinal fluid under high pressure. It 
contained 6,360 leucocytes, mostly polymorphonu- 
clears, with intracellular, gram-positive, lanceolate 
diplococci. There was no sugar in the duid. On 
culture the organisms proved to be Group IV 
pneumococci. The blood contained 41,000 leuco- 
cytes, 87% polymorphonuclears. At 3 P. M. the 
pulse was 108, temperature 103, respirations 28. 
After withdrawal of 30ce of thick, viscous spinal 
fluid he was roused from stupor. At 7 P. M. the 
pulse was 138, temperature 103.2, respirations 48. 
At 11 P. M. the pulse was 160, temperature 104, 
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and respirations 100. He died at 1:45 A. M., 
January 3, 1937, with respiratory failure. The 
diagnosis was primary pneumococcus meningitis 
of 3 days duration. 


Comment: We are reporting 4 cases of primary 
phneumococcus meningitis. In every case lumbar 
puncture showed intracellular pneumococci in the 
spinal fluid. In no case did routine examination 
reveal evidence of a primary pneumococcus infec- 
tion in the ear, the chest, or any part of the body, 
to which the meningitis might be secondary. The 
onset was insidious. Nerve signs developed rap- 
idly. Violent motor display was quite characteris- 
tic. Death came not later than the third day with 
respiratory failure. Case 1 lasted 3 days, Case 2 
lasted 2'5 days, Case 3 lasted 2 days, and Case 4 
lasted 3 days. The average duration of the course 
of the disease was less than 3 days, the shortest 


2 days, the longest 3 days. 


DE SENECTUTE AMABILI 


CuHaARLEs F. GorMty, M.D. 
221 THAYER STREET, PRovIDENCE, R. I. 


Anyone who stops to consider the subject chosen 
for this talk will admit that, though it was not the 
asiest one that might have been selected, yet this 
subject of growing old gracefully is not only a per- 
tinent topic but also a pious hope. Every life has a 
pattern, every human being represents an entity, a 
life to be lived completely through infancy, child- 
hood, adolescence, middle age and into a graceful 
old age; yet how often destiny decrees otherwise. 
If we escape the very danger of being born, we are 
continuously confronted throughout our years with 
the interruption of this pattern by some acute illness 
or serious accident. As Dublin puts it, “This light 
will most surely burn out if nothing intervenes to 
snuff it out.” There is a definite “span of life,” in- 
definite as to its actual iength, but probably some- 
thing like a hundred years. How few ever live it out. 


As we give some thought to the question of lon- 
gevity, we soon realize that we can not demand a 


Notes on the popular medical lecture delivered at the 
Medical Library, Sunday, March 21, 1937. 
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graceful old age but must achieve it. We in America 
may well be proud of our accomplishment in this 
direction and with Dublin we must admit that the 
credit goes to modern organization of the Public 
Health Service. Even now in our generation we 
cannot but be astonished by the fruits of the years 
of medical and sanitary struggle. In 1850, the ex- 
pectation of life at birth in Massachusetts for white 
males was thirty-eight years and for females, forty 
and a half vears. In the period, 1929-1931, it was 
fifty-nine years for white males and sixty-three 
years for white females. It is interesting to consider 
how this has come about. In these eighty years man 
has in no wise changed as a physiological entity ; in 
fact, he has not changed appreciably in all recorded 
medical history. Obviously, it is due to man’s better 
control of his environment. 


The great improvement becomes evident statis- 
tically in the middle of the nineteenth century and 
must be basically attributed to the higher standards 
of living and the desire to live in a modern system 
of sanitation and public health. Modern medical 
science admits of no inertia: however, many other 
factors enter into this march of progress: the in- 
vention of the microscope by Jannsen as far back as 
1590, the application of which did not bear fruit 
until the work of Louis Pasteur and Robert Koch in 
1796; the work of Lister, the father of antiseptic 
surgery; the advances in the control of insect- 
bourne diseases by Reid, Ross and Gorgas; in the 
more recent conquests of glandular and nutritional 
deficiencies ; the use of the X rays and radium and 
hundreds of less spectacular instances. So we re- 
turn to this pattern or plan of life to find that we 
must somehow get through these preliminary stages 
of infaney, childhood, adolescence and middle age 
if we hope to reach a true old age. 


At the very onset, we meet with so many threats 
to life, premature births, congenital malformations, 
congenital syphilis, that it is no wonder that the 
death rate is still very high. During that first year 
other threats arise such as diarrhoeas and intestinal 
diseases. But it is here that we find one of the great- 
est triumphs of medicine. Perhaps in no place in the 
civilized world have you a better chance of escaping 
these hazards than in our own city. At our Lying-In 
Hospital, with its elaborate organization for pre- 
natal care, its staff of extremely expert obstetricians 
and consulting specialists, with its follow up of 
post-partum care, the dangers and damages are at 
the almost irreducible minimum. This is not to be 
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construed as a plug for a local institution but is a 
country wide, if not world wide, admission of 
superiority. 

When we come to the period of childhood, medi- 
cine holds its head high. On measles, whooping 
cough, diphtheria and scarlet fever a successful 
fight is being waged. Diphtheria is almost a rare 
disease. Unfortunately the threat of accidents is not 
such a pleasant story. Children’s lives are sacrificed 
to all manner of accidents ; the big six being burns, 
automobile accidents, mechanical suffocations, 
drownings, falls and poisoning. 

Adolescence and early maturity bring new prob- 
lems. The accident hazard remains. In fact, as long 
as the flame burns, this danger never leaves us. The 
type of risk and reason changes as we grow older 
but the fact remains ; it is ever present in our sports, 
adventures and occupations. Then we come to tu- 
berculosis, particularly a disease of this period. 
Within the memory of many of you this disease was 
the single greatest threat to human life in this re- 
gion. If we persevere in our present expectations, it 
should go the way of diphtheria and malaria. Where 
is the typhoid fever of my interne days? Again the 
credit goes to public health, sanitation and educa- 
tion. One of the most pressing problems of this age 
group is maternal mortality. To reduce the danger 
of child-birth is one of the great challenges to the 
profession. It begins to show some decline but acci- 
dents of pregnancy and labor are still serious im- 
pediments to reaching that graceful old age. 

In middle life and late maturity we are con- 
fronted with a different type of disease. We have 
the acute respiratory diseases like pneumonia and 
influenza, taking a terrific toll in this group, but 
year by year we are making progress in the treat- 
ment of these infections. It is to the so-called de- 
generative diseases that we must bow. We do not 
hope for such striking success in this battle, but the 
war will go on. Think what has been accomplished 
in diabetes since the discovery of insulin in 1921. 
Now, with the newer protamine zinc insulin, there 
can be an increase in the longevity of the diabetic, 
ranging from 90% in the young to 40% in the 
middle age group. The situation with heart disease 
is disturbing. Deaths from valvular damage and 
failure secondary to such infections as rheumatic 
fever are frequent at the early and middle ages. 
Deaths from chronic myocardial disease are more 
common in the later years of life and are frightfully 
on the increase. 
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Abnormal blood pressures are very common. The 
high pressures are a serious hurdle to reaching old 
age; abnormally low ones may indicate serious 
heart damage. If nothing else intervenes, you can 
be sure that this will be the cause of your death. 


At this point you may well ask, when do we get to 
old age and what constitutes it? Well, for some it 
steals on softly like the approaching night, while 
with others it comes all too abruptly and unex- 
pectedly. Perhaps at the very zenith of man’s power 
he discovers that the tempo has changed; there 
comes the gradual flagging of his desires, of failing 
powers and progressive fatigue ; in other words, the 
beginning of senescence. Most humans have a 
marked aversion to the acceptance of this, yet it is 
folly to be youthful unless you are young. A Chi- 
nese proverb says, “It is easy to die but difficult to 
die at the right time.” “However, no road is the 
right one to him who knows not whither he goes.” 


Well, what are your chances? First you must 
look to your grandparents and great-grandparents. 
Your father and mother are too close to you bio- 
logically. It is indisputable that long-lived people 
most generally come from long-lived families. Then 
there are the circumstances of your life and their 
influence on your health. Your social and economic 
status, your youthful conduct, your habits, all are 
factors. Here it is a case of never too young to make 
preparations. To be sure it is not practical to choose 
your grandparents, but if you would grow old 
gracefully you must start “long range planning.” 
The early formation of good habits, the overcoming 
of adverse tendencies, the conservation of that good 
circulatory system and stable nervous system are 
paramount. I could point out to you the most con- 
vincing scientific evidence that the moderate use of 
alcohol actually prevents hardening of the arteries. 
You could match this with the writings of eminent 
medical authorities who clearly state that it shortens 
life. Moderation must be the best counsel. Modera- 
tion also in eating, a well balanced diet. Meat ? Cer- 
tainly. Red or white? It doesn’t matter ; when it’s 
veal, it’s white, and when it’s porterhouse, it’s red. 
One is the calf, the other, the calf grown up into a 
steer. Shall we use sugar and sweets? Most cer- 
tainly, in moderation and in the absence of obesity 
or diabetes. Above everything but oxygen, the heart 
must have sugar. The balanced diet should contain 
sufficient fat and all the vitamins and minerals. 

As age creeps on, we notice that we need less and 
less food. Bodily growth has ceased, the furnace 
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needs less fuel; therefore the intake should be les- 
sened and its character simplified. I blink a little 
when I see some old timer who has passed his bibli- 
cal three score and ten, cover his raw oysters with 
horse radish and then dip them in the cocktail sauce. 
Exercise is important and desirable, but as the years 
advance, it should become more and more re- 
stricted. Those narrow coronary arteries cannot 
supply enough sugar to the heart to permit tennis 
for many. Golf and walking are the best forms to 
get you out into into the open air and sunshine. 
Even a wheelchair in the sunshine is better than be- 
ing housed. Rest grows increasingly important. The 
repair processes are slowed down in the elderly. 
Karly to bed and late to rise, with a nap after lunch, 
are good habits to acquire. The body weight must be 
watched. As a rule, the obese are doomed. Myself, 
I have long been looking for a fat old man of over 
eighty. Then there is that question of being grace- 
ful. Reducing, if necessary, must be done under 
expert medical advice. Medicine for reducing may 
be dangerous rather than helpful. 

\Ve must stress the importance of medical super- 
vision for ageing people, blood pressure and heart 
examinations at regular intervals, careful checkup 
of urine. Foci of infection must be guarded against. 
Cancer, that dreaded disease of the aged, can in 
most instances be cured when found early enough. 

inally we come to the last few injunctions. 
There is nothing further that we can do about old 
age except to meet it with common sense and cour- 
age. Begin as early as possible to cultivate a hobby 
and a contented mind. I believe these to be the very 
basis of a happy old age. Keep your fingers busy, 
usefully if you can, but anyway busy. A garden is 
the perfect solution, a rose garden certainly the 
next thing to heaven. Now a last word about the 
help and consolation of religion in attaining a grace- 
ful old age. Why are churches visited so frequently 
by the aged? What comfort they derive from 
church going. Grow old we must, but growing old 
gracefully without the Grace of God must surely be 
diffeult. Then | might remind you of what Brown- 
ing has to say about it: 

“Grow old along with me! 
The best is yet to be, 
The last of life, for which the first was made ; 
Our times are in His hand 
Who saith, “A whole I planned, 
Youth shows but half; trust God; see all, nor 
be afraid!” 
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“DOCTOR” 


Medicine, oldest of the professions, deals with the 
care and prevention of disease in the individual and 
with the promotion of public health and welfare. A 
physician is responsible for the life and death of 
his patients. He must have patience and persever- 
ance, be a keen observer and be physically able to 
endure intensive study, tedious days, and broken 
nights. He undertakes to diagnose, treat, operate or 
prescribe for all human disease, pain, injury and 
deformity. He gives his time and energy freely to 
care for the sick and injured and to alleviate human 
suffering. As a public health agent he studies the 
cause of disease and premature death and applies his 
knowledge for the prevention of these conditions. 


The actual time spent in securing a medical edu- 
cation is now longer than that of any other profes- 
sion. Two or more years of premedical training in 
an arts and science college are required by the 
approved medical colleges; fifteen institutions 
require three years, three require a college degree 
for entrance to the medical school, and five schools 
require three years of college work for admission, 
with the additional requirement that the student 
must secure the baccalaureate degree on completion 
of one year’s work in the medical school. Four 
years’ training is required in the medical sciences, 
the most important of which are anatomy, physiol- 
ogy, embryology, chemistry, bacteriology, immu- 
nology, parasitology, pathology, pharmacology, and 
psychology. An additional year or more of hospital 
interneship is customary if not required, making 
the usual time consumed beyond high school grad- 
uation at least seven vears of training. 
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Statutory requirements in all states now provide 
that to practice medicine in any state a doctor must 
he a graduate of a reputable medical school, and 
pass a licensing examination before a state or 
national board. In addition, a hospital interne year 
is required in 14 states, including Rhode Island. 
Certificates of the National Board of Medical 
I-xaminers are recognized in all but seven states. 
This board was organized in 1915 to establish in 
this country a standard qualifying examination of 
such a character that certificates awarded successful 
candidates could be safely accepted by all State 
hoards of medical licensure as an adequate qualifi- 
cation for the practice of medicine. The Federal 
examination given to medical officers of the 
United States Army, Navy, and Public Health 
Service is also recognized by the licensing boards in 
most states. Except in Florida, Massachusetts, and 
Rhode Island, applicants who have passed licensing 
examinations in one state may, at the discretion of 
the examining board, be admitted without examina- 
tion to practice in another state. In Illinois, Minne- 
sota, and Oregon a practical or oral examination 
must be taken. 

For devoted service, for the highest expression 
of generosity and good will, the physician occupies 
a place quite incomparable. No one should be 
allowed to practice medicine in this State unless his 
fitness is shown in documentary proof as prescribed 
by law. Neither should he be allowed to use the 
prefix “Dr.” before his name or on his signs and 
stationery. The State of New York has enacted 
a law to this effect. It reads: “Section 1263— 
Penalties :—Medical Practice Acts, (b) Use in con- 
nection with his name, any designation tending to 
imply or designate him as a practitioner of medi- 
cine, or (c) Use the title ‘doctor’ or any abbrevia- 
tion thereof in connection with his name in the 
conduct of any occupation or profession involving 
or pertaining to the public health or the diagnosis 
or treatment of any human diseases, pain, injury, 
deformity, or physical condition, unless duly 
authorized by law to use the same.” 

Rhode Island is overrun with quacks and charla- 
tans who, after a six weeks course or after buying 
a degree, are using the name “doctor.” The osteo- 


path. naturopath, chiropodist, optometrist and 
Nuncrous others are, as we are, “doctors.” There 
should be a law in our State similar to that of 
New York for the protection of the public which, in 
many cases can not otherwise recognize that there is 
a difierence. 
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“It is hardly an exaggeration,” said President 
Lowell of Harvard, “to summarize the history of 
four hundred years by saying that the leading idea 
of a conquering nation in relation to the conquered 
was in 1600 to change their religion; in 1700 to 
change their laws; in 1800 to change their trade; 
and in 1900 to change drainage. May we not say 
that on the prow of the conquering ship in these 
four hundred years, first stood the priest, then the 
lawyer, then the merchant, and finally — the 
physician.” 

The medical profession has done more for the 
race than has ever before been accomplished by any 
other body of men. These gifts to the people have 
come in the form of vaccination, sanitation, anes- 
thesia, antiseptic surgery, the science of bacteriol- 
ogy and the art of therapeutics. 

No physician can ever be said to have finally 
mastered his profession. There is always something 
new to learn. He must keep eternally studying if he 
is to keep abreast of the times. There is probably 
no other profession in which so much work of this 
sort is required of the conscientious practitioner. 
His education never ceases. 

The modern medico is the end-product of our 
present civilization. To paraphrase an earlier de- 
scription, he must combine the finesse of a diplomat, 
the eloquence of a lawyer, the impartiality of a 
judge, the decision of a general, the frankness of a 
witness and the astuteness of a man on trial for his 
life, with the precision of a mathematician, the 
imagination of an artist, the altruism of a philan- 
thropist, and, in money matters, the tenacity of a 
pawn-broker. While he tries to analyze the idiosyn- 
crasies of the uneducated rich, who seem to be 
peculiarly liable to medical delusions, he is kept 
busy trying to keep the still more uneducated legis- 
lators from legislating him into the poorhouse. He 
must perhaps neglect the illness of some laborer 
who needs constant attention in order to coddle 
some convalescent melancholic who never was sick. 
He gets to see his wife and children every Sunday 
morning—whether they need it or not. 

As servants of humanity we have a humanitarian 
service to perform which can be best accomplished 
by organization, cooperation and education. 

The doctors of Rhode Island are regularly en- 
listed in an heroic army which is giving ceaseless 
and magnificent battle on behalf of suffering 
humanity. Our cause is a noble one. If it were pos- 
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sible to picture in one vast panorama all the deeds 
of a single day of those who devote their lives to 
fighting disease, mankind would, I believe, be 
thrilled by an emotion far more enduring than that 
which responds to the battle of destruction. And 
to the thoughtful mind how much more impressive 
—how infinitely more grand in all the elements of 
true grandeur—is the silent and sleepless contest 
to save human life, than the mad and cruel struggle 
to destroy it. Be not discouraged that our coming 
and going shall not be heralded by the blare of 
trumpets or the booming of cannon. Deep in the 
heart of the world there is growing a profound 
reverence for the thing we are doing. 


POLIOMYELITIS IMMUNIZATION 


The preventive measure against poliomyelitis, 
suggested by Dr. Max M. Peet, once at the Rhode 
Island Hospital, now Professor of Surgery at the 
University of Michigan, is receiving extensive 
clinical trial at Toronto. 

Toronto, Ont., Sept. 2— Five thousand Ontario 
children under 14 are being treated this week, in a 
vast clinical test, with the Peet zinc sulphate nasal 
spray — the most hopeful preventive measure yet 
discovered in the war against infantile paralysis. 
Fighting an outbreak which has made increasing 
inroads since June, and which is not expected to 
reach its peak until the third week in September, 
Ontario hospitals and clinics are giving this pre- 
ventive treatment free to children — at the rate of 
1,000 a day. Never tested conclusively since its 
recent development by Dr. Max Minor Peet of the 
University of Michigan, the value of the zinc 
sulphate spray as a preventive measure will soon be 
known asa result of the Ontario experiment. 

“Ontario's experiment with 5,000 cases will be of 
the utmost importance to medical science,” Dr. 
Thomas M. Rivers, director of the Rockefeller 
Institute Hospital of New York told a Toronto 
newspaper over long-distance telephone. Dr. 
Rivers said “that a picric acid spray, which has 
shown itself much inferior to the Peet spray in tests 
with animals, was used last summer on thousands of 
children in Alabama and showed some result, despite 
administration, in most cases, by sufficiently in- 
structed physicians. The spray is certainly the most 
hopeful treatment so far,” he declared. 

Drs. Paul and John Rauch, staff members of the 
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Hagmeier Clinic at Preston Springs, one of the 
Ontario institutions offering the free nasal spray 
treatment to children, declare that the spray, while 
not yet definitely proven a success in prevention of 
infantile paralysis, is “the only thing yet found of 
value as a preventive, and should be made a public 
health measure.” Eight hundred children have 
been treated in five days at Hagmeier alone. The 
method of administering the spray, although requir- 
ing special training and instruction, is a simple one. 
Older children are treated with a nasal speculum 
and an atomizer. Younger children, somewhat more 
difficult to handle, are treated with an ordinary 
atomizer and then held upside down for a moment 
to allow the spray to penetrate to a sufficient depth 
into the nostrils. 

Official sponsorship of the treatment was urged 
by Dr. Rauch.. “I think it should be taken up as a 
voluntary measure,” he said. “When an epidemic 
comes along, medical health officers are usually 
more aware of it than general practitioners, can give 
first-hand information and have the facilities. From 
the standpoint of statistics, it would be valuable, 
too, as the more we can centralize the treatment the 
better. The use of the zinc sulphate spray is not 
expensive, amounting to only a third of a cent per 
child. It could easily be handled by any civic 
health authority without financial drain. The 
main essential is some sort of pressure equipment. 
All hospitals have such electric pressure machines, 
and they are not expensive to install. The pressure 
machine is needed to enable the spray to reach an 
effective depth in the nasal passages. 

“There is a point between the nose and the brain 
cavity, which is merely a thin plate of bone — the 
cribriform plate — with numerous perforations. As 
far as medical knowledge can substantiate, it is the 
only point at which the viruses of meningitis and 
paralysis enter the brain. As far as experimental 
work has shown, it is through the nasal passages 
that the paralysis virus enters. It lodges on the 
mucous membrane of the nose and thus enters the 
blood stream. 

“The only scientifically conducted experiments 
with the nasal spray yet made—those with monkeys 
—resulted in producing immunity for about 80 to 
90% of those treated, while 100% of the other 
group — untreated — got the disease. “Naturally, 
we do not hope for such a high percentage of 
immunization in children treated. But no matter 
what the percentage of cases successfully treated 
— we expect it to be between 25 and 50 per cent — 
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it would still be more than worth while.’ Reaction 
of the nasal spray treatment was sometimes swell- 
ing of the nasal membranes, headaches, and occa- 
sionally stomach sickness. “But this just lasts for 
a day or at the most two, and then passes off. The 
reaction is not nearly as bad as that of the picric 
acid in an alum combination which they used to use, 
and which was more astringent.” 

Value of the spray lasts only a comparatively 
short time, according to Dr. Charles F. Bolduan, 
public health education director for New York City. 
“But the treatment,” he said, “is comparatively 
simple, if done by a competent man. It’s by all 


_ means worth trying so long as it’s done right. Dr. 


Peet’s spray and method is by all odds the most 
hopeful thing we know of so far.”” Action of the 
spray is “simply a mechanical blocking of the ole- 
factory nerve through which the virus gets up into 
the brain. It just prevents the nerve from letting 
the virus through.” 

Ontario’s children and parents have responded 
to the offer of the free spray treatment by hospitals 
and clinics to such an extent that Toronto’s city 
hospitals have speeded up clinics to take care of 
1000 a day. 


Old News 
OUR MONTHLY DAILY 


En Francais, le mot “jour” est dérivé du Latin 
“diurnum,” mais depuis longtemps, ‘Journal” a 
été “Publication périodique qui donne les nouvelles 
politiques, littéraires, scientifiques, etc.’ English 
dictionaries are more strict in their definition of the 
word. Webster has it: “A newspaper published 
daily, or by extension, a weekly newspaper or other 
periodical publication,” the Standard Dictionary : 
“A newspaper, strictly daily but used for other 
periodicals especially those that record news or 
events.” The lay press appreciates the significance 
of the word. Our daily newspaper is a “journal.” 
We have weekly news magazines, monthly reviews, 
annual reports. The entire number of weekly and 
monthly lay “journals” can almost be counted on 
the fingers. 

Medical journalism is less critical. Nearly a half 
of all the weekly, monthly, and occasional medical 
publications are branded “journal.” We like the 
name of our monthly daily and would not change it. 
At the same time we wonder why our own par- 
ticular profession must be so shiftless in nomen- 
clature. 
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PROVIDENCE MEDICAL ASSOCIATION 


Minutes of the June Meeting 

The regular monthly meeting of the Providence 
Medical Association was called to order by the 
President, Dr. Peter Pineo Chase, on Monday 
June 7, 1937, at 8:35 P. M. The minutes of 
the last meeting were read and accepted. The 
Secretary read an obituary of the late Dr. E. B. 
Smith. It was voted to spread this on the records 
and to send a copy to the family. The Standing 
Committee having approved their applications, the 
following were elected to membership : 

Edward Bernard Medoff 
Merle Mosier Potter 
Lee George Sannella 
Eugene L. Sielke 

Dr. A. M. Burgess reported for a special com- 
mittee, reading a letter signed by seven roentgen- 
ologists regarding X-ray examination of industrial 
employees and food handlers. Dr. Burgess also read 
a report of a special committee for the Standing 
Committee regarding a plan for adequate follow-up 
of persons found suffering from pulmonary dis- 
ease and for examination of all tuberculosis con- 
tacts. It was voted to approve this report and send 
copies to the Rhode Island Medical Journal for 
publication. 

The President announced the appointment of 
Drs. Cooney and Hindle as an obituary committee 
for the late Dr. George Reynolds. He also an- 
nounced the appointment of Drs. Honan, Migliac- 
cio, Winkler, Sawyer, and McCoart as a Golf Com- 
mittee. 

The first paper of the evening was entitled 
“Neurosyphilis—Survey of seven years treatment 
at the Chapin Hospital” and was presented by Dr. 
Hugh E. Kiene. The paper was discussed by Dr. 
Ira C. Nichols. 

The second paper of the evening was entitled 
“Eye Manifestations of Tryparsamid Reactions” 
and was presented by Dr. William M. Muncy. The 
paper was discussed by Drs. Messinger and Kiene. 

Dr. William S. Streker gave a preliminary re- 
port of the work and recommendations of the Com- 
mittee on Re-organization. On motion of Dr. Clin- 
ton S. Westcott it was voted that this committee be 
continued. 

The meeting adjourned at 10:20 P. M. Attend- 
ance 54. Collation was served. 

Respectfully submitted, 


HerMAN A. Lawson, M.D., 
Secretary 


37 
he 
ay 

ile 

ot 

of 

lic 

ve 

he 

ir- 

ne. 

im 

re 

ry 

th 

ed 

a 

lly 

ve 

m 

le, 

he 

ot 
er 

DE. 

re 

an 

in 

he 

\s 

he 

ad 

al 

es 

he 

he 

ts 

ys 

to 

er 

of 

er 


166 


Report of a Special Committee of the Standing 
Committee of the Providence Medical Association, 
meeting with Dr. Edward A. McLaughlin and 
and Dr. John I. Pinckney 


To the Standing Committee of the 
Providence Medical Association 


Dear Sirs: — 

At your invitation, the roentgenologists of Prov- 
idence doing private practice met with you and the 
Rhode Island Director of Public Health on March 
25, 1937, to consider the matter of X-ray examina- 
tions of industrial employees and food handlers. 
After some discussion the roentgenologists were 
requested to meet and to draw up proposals for 
giving such service. A meeting of the roentgenolo- 
gists was held on March 31, 1937. As a premise to 
our proposal, we outline what might be termed a 
“credo,” which we believe will be acceptable to all 
physicians and on which we base our action. 

1. The examination should be adequate. In our 
opinion a minimum adequate examination should 
consist of fluoroscopy of the chest and one distance 
(six foot) film. This distance film presupposes the 
use of a machine which is powerful enough to 
register the required density in a sufficiently short 
time that the effect of the heart and diaphragm 
action is excluded. 

2. The work is not properly one for a charitable 
hospital or organization. The subjects of the chest 
survey are employees or proposed employees of 
business firms organized for profit. Under the 
Workman’s Compensation Act 1t has been estab- 
lished that the “accident risks of industry” are the 
responsibility of the employer. By broadening the 
Act to include certain aspects of health as related to 
employment, we believe the responsibility is also 
broadened. Charitable organizations are supported 
by contributions which include donations from 
physicians. If the examinations were to be done by 
a charitable organization, it would make the 
employer an unworthy recipient of charity. 

3. There is a quasi public health factor in the 
situation. Certain suspected cases of infection, 
notably of tuberculosis, will be discovered and the 
patient as well as the general public will benefit. 
The example of the Wayne County Medical Society 
of Michigan, where many, if not most, of the 
immunizations are in the hands of the local pro- 


fession, has given us a good idea of what may be 
done by private physicians along preventive and 
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public health lines. We, therefore, propose as our 
contribution toward stemming the rising tide o/ 
State Medicine : — 

That chest X-ray examinations, including film 
and fluoroscopy, of employees and_ prospective 
employees shall be done at an agreed minimum rate 
in consideration of the following facts; that they 
can be handled in considerable numbers at a time, 
that the examinations can be done at such special 
times that they will not interfere with the usual 
office routine, that the survey will be of large groups 
of people for a specific single purpose and that a 
nunimum of supplies and stenographic work will be 
required, 

(Signed) Simon ALBERT 
PHILIP BATCHELDER 
EMANUEL W. BENJAMIN 
JAMEs T. Boyp 
Isaac GERBER 
R. Hunt 
Jacos S. KELLEY 


After reading this communication from the 
roentgenologists and after discussion by Dr. 
Pinckney, there was general agreement by all pres- 
ent that the standpoint of the roentgenologists was 
well taken and that the work for industrial firms 
should be on a private basis as envisaged in their 
report. After considerable discussion the following 
suggestions were made : — 

1. That the status of the X-ray man doing the 
type of industrial work under discussion being the 
same as that of the plant physician, he should con- 
sider it his duty to advise every patient in whom he 
discovers disease to consult his family physician. . 

2. That in case of persons in whom he finds 
evidence suggesting pulmonary tuberculosis, he 
should report the name of these persons to the 
State Board of Health, as required by law. 

3. That it is the duty of the family physician in 
cases brought to his attention to avail himself of 
the appropriate agencies for the care of the patient 
and the study of contacts. 

4+. It is noted that the Providence Tuberculosis 
League agrees to receive for study patients of this 
group that are referred by a physician and only 
those so referred. 

5. In the case of the examination of food 
handlers it is agreed that it is the duty of the exam- 
ining physician to refer all patients found to be 
diseased to their private physicians, who should 
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then refer such patients to whatever private or 
public agencies they may deem appropriate. 

The Committee recognizes that there are many 
details to be worked out. Among other things it 
recommends that suitable publicity be given to these 
recommendations so that all members of the Asso- 
ciation may be reached. 

Respectfully submitted, 
S. STREKER, M.D. 
Acex. M. Burcess, M.D. 


Report of the Committee on Re-organization 


The Committee appointed to consider the ques- 
tion of Re-organization makes the following 
recommendations : — 

1. That the Standing Committee be enlarged, 
affording more complete representation in this 
committee which initiates practically all of the 
business of the Association and also acts as the 
nominating committee. 

2. That the Providence Medical Association 
employ an executive secretary. This proposal is in 
keeping with present day trend in many progressive 
county and state medical societies. Considerable 
correspondence has been held regarding this ques- 
tion with the American Medical Association and 
with several county societies which employ execu- 
tive secretaries. A recent exhaustive study was 
furnished by the American Medical Association. 
Opinion and comments were overwhelmingly 
favorable to the idea of employment of an executive 
secretary. An executive secretary would work with 
and under the direction of the Standing Committee, 
act as secretary of the various other committees, 
thereby correlating all of the Association's activi- 
ties. The indications are that under this plan the 
activities of the Association would increase and 
become more efficient and effective. The Associa- 
tion would keep in touch with various health 
agencies which have progressed to wide develop- 
ment with little or no organized medical supervision 
or direction. Medico-economic problems and 


matters concerning public relations require more 
executive activity than the elective officers can be 
expected to perform. 

Respectfully submitted, 
June 7, 1937 


FREDERICK J. Burns, M.D., 
Secretary. 


SOCIETIES 


Memorial Hospital 
ALUMNI CLINIC DAY 


Wednesday, November 3, 1937, will be Clinic 
Day at the Memorial Hospital. Last year the total 
attendance at Clinic Day, both for the morning and 
afternoon sessions, was about five hundred doctors, 
probably the largest clinic that has ever been held in 
Rhode Island. Preparations for the Clinic Day on 
November 3 are already well under way. The 
subject will be Diabetes. In the morning the differ- 
ent aspects of this condition will be presented by 
every department of the hospital. In the afternoon 
a symposium is to be given by a group of the pro- 
fessors of the Yale Medical School. 

The program will include: 

“Individualized treatment of diabetes,” Dr. John 

P. Peters, Professor of Medicine. 
*Extra-pancreatic diabetes,” Dr. C. N. H. Long, 
Professor of Physiological Chemistry. 
“The use and abuse of insulin,” Dr. Paul H. 

Lavietes, Assistant Professor of Medicine. 

“Surgery in the diabetic,” Dr. Ashley W. Ought- 

erson, Associate Professor of Surgery. 

Notices will be sent later to all members of the 
Rhode Island Medical Society. 

Dr. M. Walter Paydos has been appointed to the 
Out-Patient Department, Urological Service. 

Plans are underway for a complete change of all 
x-ray equipment with larger quarters and facilities 
for x-ray therapy. 


Woonsocket Hospital 


The regular meeting of the Woonsocket Hospital 
Staff was held August 9, 1937, with Doctor 
T. Frank Kennedy presiding. Routine reports were 
submitted by the standing committees. Doctor N. S. 
Garrison gave an illustrated talk on “The Colon— 
Standard and Pathological.” The lecture was most 
interesting and several members took part in the 
discussion. 

The monthly clinical conference was _ held 
August 23, 1937. The first case was presented from 
the service of Doctor W. A. King. The diagnosis 
was not definitely determined and this case will 
come up for further discussion at the next meeting. 
The second case, one of “Hemorrhage from a Rup- 
tured Ovarian Follicle,” was presented by Doctor 
F. J. King. Several points were stressed in the inter- 
pretation of the symptoms, signs and clinical data. 
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Rhode Island Hospital 


SCHEDULE FOR OCTOBER, 1937 
Friday, October 1 
New England Surgical Society 
Morning Session 
8:00 to 10:30 A. M. Operations 
10:30 to 1:00 P. M. Clinics 
1:00 Luncheon (Nurses Dining Room) 
Afternoon Session 
2:00 P. M. to +:30 P. M. Lectures 
(Nurses Auditorium ) 
Saturday, October 2 
New England Surgical Society 
9:00 A. M. to 12 noon 
( Medical Library ) 
Friday, October 8 
7:30 P. M. G.U. Staff Meeting 


8:30 P. M. Surgical Staff Meeting 
Mondays 
10:00 A. M. October 4, 18 
IT Surgical Grand Rounds 
October 11, 25 
] Surgical Grand Rounds 
4:30 Thoracie Clinic 
Tuesdays 
9:30 Gastro-Intestinal Clinic 
10:00 A. M. October 5, 19 


I Surgical Grand Rounds 
October 12, 26 

IT Surgical Grand Rounds 
October 12, 26 

Clinical- Pathologic Conference 


12:00 noon 


ednesdays 
10:00 A. M. 
12:00 noon 

Thursdays 


Tumor Clinic 
Skin Clinic 


9:00 A. M. Orth. Grand Rounds 
11:30 A. M. Thoracic Clinic 
Fridays 
11:00 A. M. Fracture Grand Rounds 


October 15, 29 
Pediatric Grand Rounds 


11:30 A. M. Heart Conference 


Saturdays 
9:00 A. M. Neurological Grand Rounds 
10:00 A. M. Medical Conference 


Dr. David Freedman, who completed his resi- 
dency on the Fracture and Orthopedic Service on 
September 1, is now resident intern at Truesdale 
Hospital, Fall River, Mass. 

Dr. Tiiomas A. Martin’s internship at the R. I. H. 
terminated on September 1. Dr. Martin, whose 
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home is in Providence, is a graduate of Jefferson 
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University Medical School. He is now stationed at 
Wallum Lake Sanatorium. 

Dr. Alton Sherman, who interned at the R. I. H. 
from 1914 to 1916, visited the hospital on Septem- 
ber 6th. He was accompanied by his wife and 
daughter. Dr. Sherman is doing general practice in 
Orange, N. J. 

Dr. Russell Smith, intern at the R. 1. H. from 
October 1932 to September 1934, is on a visit to the 
hospital. Dr. Smith interned at the Providence 
Lying-In Hospital after leaving the R. I. H. He is 
stationed at Price, Utah, doing general practice. 

Dr. Robert R. Chace, of Providence, and a grad- 
uate of Yale Medical School 1937, started his 
internship at the R. I. H. on September 15th. 

Dr. Alden W. Squires is the holder of a fellow- 
ship at the Lahey Clinic in Boston. He is now 
serving as resident in anaesthesia. 

Dr. John T. Farrell, of West Warwick, is a 
patient in Ward E, R. I. H. He was recently visited 
by his son, Dr. John T. Farrell, Jr., of Philadelphia, 
Pa. Dr. John, Jr. interned at the R. I. H. in 1922 
and 1923. 

Dr. Arthur. Harrington has been a patient in 
Ward E., R. I. H. He is now convalescing at his 
home at 81 Elingrove Ave., City. 


On November 12th and 13th there will be held 
in Boston the annual combined meeting of Region 
One of the American Academy of Pediatrics, and 
the New England Pediatric Society. The program 
is not yet complete but it is sure to be of the highest 
quality and to cover subjects of especial interest. 

The New England Pediatric Society is composed 
of pediatricians and general practitioners interested 
in pediatrics. Formerly the meetings were monthly 
with a small attendance; for the last few years 
there have been three or four meetings a year, the 
programs have been fine and the meetings well 
attended. Any physician who would enjoy such 
meetings should inquire about this society from the 
secretary, Dr. Henry E. Gallup, 66 Commonwealth 
Avenue, Boston, Mass. 

The first West Coast meeting of the American 
Academy of Orthopaedic Surgeons will be held on 
January 16-20, 1938 at the Hotel Biltmore, Los 
Angeles. Special trains will be run with stop-overs 
at Santa Fe, the Grand Canyon, San Francisco and 
other points. For further information write to 


Robert L. Lewin, Hotel Biltmore, Los Angeles, 
California. 
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